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Key Points
· Research over the past two decades repeat-
edly demonstrates the relationship between poor 
health outcomes and socioeconomic factors such 
as poor housing, poverty, racism, and structural 
inequity.
· In 2005, the Northwest Health Foundation, sup-
ported by the Kaiser Permanente Community 
Fund, began an initiative to address these social 
determinants of health (SDOH).
· A variety of projects – short- and long-term, large 
and small – were supported over the five-year 
period for a total of $12.4 million. The mean 
project-implementation grant was $175,350 and 
2½ years in length; capacity-building grants aver-
aged $50,000 for 1½ years.  
· In all, 323 social-determinant accomplishments 
were identified. The most-often identified accom-
plishments were improvements in neighborhood 
living conditions; health promotion, disease and 
injury prevention; and civic engagement and social 
cohesion.
· The broad, inclusive qualities of the SDOH frame-
work allowed the fund to reach multiple sectors 
and establish new partners and relationships, but 
the lack of depth may limit opportunities to make 
a profound and measurable difference within any 
specific domain.
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Introduction
Health begins where we live, work, learn and play – 
long before any clinical intervention is required to 
treat disease or injury.  
  – Northwest Health Foundation
The concept of the social determinants of health 
(SDOH) has been widely embraced within the 
public health community. Research over the 
past two decades repeatedly demonstrates the 
relationship between poor health outcomes 
and socioeconomic factors such as poor hous-
ing, unsafe work environments, poor education, 
social exclusion, poverty, racism, and structural 
inequity (Krieger, 1994; Marmot & Wilkinson, 
1999; Williams, Costa, Odunlami, & Mohammed, 
2008; Commission on the Social Determinants 
of Health, 2008; Centers for Disease Control and 
Prevention, 2011). Despite this evidence, few 
community-based health foundations have taken 
the opportunity to invest in the social determi-
nants of health. 
Addressing the social determinants of health is 
a challenge for two reasons. One is that societal 
conditions have evolved over generations; as a re-
sult, problems such as poverty, racism, and social 
exclusion cannot be mitigated, much less solved, 
through short-term investments. The second 
challenge is the long lag time between changes 
in social determinants and corresponding health 
outcomes. This delay means that scalable best 
practices are still largely theoretical (Bramba et 
al., 2010). 
Background 
In late 2004, Kaiser Permanente Northwest 
established the Kaiser Permanente Community 
Fund within the Northwest Health Foundation 
(NWHF) with a $28 million gift. In 2006, the 
fund advisors took the bold and strategic step of 
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investing in improvements to the social determi-
nants of health. In order to improve the impact 
of the fund, key leaders at the NWHF and Kaiser 
Permanente Northwest made a commitment to 
continuous learning based on their own experi-
ences and those of community partners. As part 
of this commitment, NWHF commissioned the 
Center for Community Health and Evaluation 
(CCHE), part of Group Health Research Institute 
in Seattle, Wash., to retrospectively evaluate the 
first five years of the fund’s grantmaking (2005-
2009).
In this article we present an overview of the Kai-
ser Permanente Community Fund’s SDOH initia-
tive and its theory of change. We then introduce 
the frameworks and methods we used to conduct 
our evaluation. In the findings section we sum-
marize the accomplishments of the initiative and 
grantee success factors. We conclude the article 
by imparting the lessons learned during and from 
the evaluation. We believe these lessons will be 
helpful to other foundations and funders inter-
ested in interventions and initiatives focused on 
social determinants of health. 
Development of the Initiative
The fund is based at the Northwest Health Foun-
dation in Portland, Ore. In 2005, the fund invited 
and funded proposals to advance health equity 
and promote cultural competency in health care. 
Although some of the fund’s 2005 grantees were 
already addressing social determinants, the fol-
lowing year, the fund’s advisory board and NWHF 
staff made a commitment to focus grantmaking 
on social determinants of health. They believed 
this refined strategy offered the greatest oppor-
tunity to improve community health. A survey 
of the local philanthropic landscape revealed a 
significant gap in upstream community health 
initiatives. The fund focused on determinants as 
diverse as economic opportunity, public safety, 
civic engagement, and early education as avenues 
for long-term health improvements.
The fund is governed by an advisory board com-
prised of six representatives of different constitu-
encies within the Kaiser Permanente system and 
five representatives from the broader community. 
Community representatives have worked in a 
variety of areas, including housing, economic de-
velopment, public health, and advocacy for social 
equity. Advisors and NWHF staff jointly develop 
requests for proposals, outreach strategies, and 
criteria for selecting proposals that are most likely 
to achieve sustained community impact. Each 
year, the advisors and NWHF made improve-
ments in the fund’s operations that allowed the 
fund to better achieve its mission. These improve-
ments included the addition of capacity-building 
grants, more intentional outreach to communities 
of color, and increased visibility of the fund’s mis-
sion and presence among grantmakers through-
out the region. 
SDOH Grantmaking Strategy
The advisory board and NWHF staff used an ini-
tiative approach (comprised of capacity-building 
and implementation grants) to address the social 
determinants of health. NWHF staff also served 
as partners and technical resources for grantees. 
Projects were intentionally funded to create a di-
verse pool of grantees. The request for proposals 
encouraged cross-sector collaboration and a shift 
in emphasis from individual health to upstream 
determinants such as housing, employment, 
community building, transportation, and poverty 
Addressing the social determinants 
of health is a challenge for two 
reasons. One is that societal 
conditions have evolved over 
generations; as a result, problems 
such as poverty, racism, and social 
exclusion cannot be mitigated, 
much less solved, through short-term 
investments. The second challenge 
is the long lag time between 
changes in social determinants and 
corresponding health outcomes. 
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reduction. There was much variation in the scope 
and purpose of projects. For example, one project 
targeted institutionalized racism by increasing 
organizational diversity in order to enhance the 
environmental organization’s capacity to collabo-
rate with multiple communities and populations 
more effectively. Another project focused on 
urban development and promoted transporta-
tion planning as a community health promotion 
strategy. Box 1 provides examples of a range of 
project topics. 
Evaluation Methods
The NWHF and CCHE collaboratively devel-
oped a logic model (see Figure 1) for the Kaiser 
Permanente Community Fund. The logic model 
presents a pathway of inputs and activities into 
grantee and initiative outcomes that are unique 
to an SDOH approach. The logic model makes 
explicit the role of the social, policy, and physical 
environments that inform and affect the initia-
tive. The logic model also makes explicit the role 
of the NWHF, which supported the initiative by 
providing ongoing support to grantees, outreach 
to target communities, and advocacy for grantees. 
Evaluation questions were developed based on 
priorities of the advisory board, the NWHF staff, 
and the logic model. The questions focused on 
increases in knowledge, awareness, and commit-
ment to the social determinants of health; the im-
pact of collaboration among grantees in achieving 
success; and identifying and highlighting the 
social-determinants projects that appeared to 
have the greatest impact. 
CCHE collected data using four methods: review 
of grantee documents, key informant interviews 
with grantees, key informant interviews with 
individuals in position to observe the impact of 
the fund at the initiative level, and a web-based 
survey. 
A document review was conducted for 88 com-
pleted or in-process grants. CCHE drew from 
NWHF materials including grantee proposals, 
NWHF reviews of proposals, and grantee prog-
ress or final reports.
To gather additional information about grants, 
16 of the most exceptional projects were selected 
and key informant interviews were conducted 
with representatives from those projects. Criteria 
for identifying the most exceptional projects were 
the extent proposed outcomes were achieved, 
magnitude of impact (a combination of number 
Organization Project Description
Neighborhood Partnerships To support the statewide advocacy efforts of a broad-based 
coalition to develop and advocate for policies that address asset 
poverty
Cambodian-American Community of 
Oregon
To build community and community capacity and foster 
community-trauma healing of the Cambodian American 
community through an oral history project
City of Portland Bureau of Planning To build the capacity of the Portland Bureau of Planning to 
integrate health within planning activities
Community Solutions for Clackamas 
County
To support the integration of individuals with mental illness into a 
new planned Oregon community
Educational Opportunities for Children 
and Families
To identify and address the environmental factors affecting 
physical activity and nutrition in early-childhood-development and 
day care programs in Clark County
Southwest Washington Tribal Health 
Alliance
To support the startup costs of a new Community Nursing Center 
serving American Indian, low-income, and elderly residents of 
Skamania County and east Clark County
American Lung Association of Oregon To create smoke-free environments in multiunit rental properties in 
the Portland metropolitan area
BOX 1  Examples of Funded Projects
Social Determinants of Health 
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of people likely to be affected and the strength of 
the intervention effects), sustainability of project 
benefits, quality of cross-sectoral collaboration, 
and vulnerability of the target population. All 
criteria were weighted equally and the ratings 
were completed by CCHE. In addition, NWHF 
staff used the same criteria to judge projects they 
considered exceptional in order to triangulate the 
CCHE rating process. Results were compared and 
the projects that ranked highest from CCHE rat-
ings and those identified as exceptional by NWHF 
staff were the same. This process resulted in a 
sample of 16 grantees that were interviewed to 
better understand how and why they were able to 
be so successful. During interviews, open-ended 
questions were asked about: 
•	 familiarity with the social determinants of 
health,
•	 contribution of the fund to grantee knowledge 
and appreciation of SDOH,
•	 discussion of project accomplishments,
•	 examples of sustained accomplishments or 
impacts from funded projects,
•	 grantee success factors, and
•	 suggestions to improve the fund’s impact on 
SDOH.
A web-based survey was distributed to all grant-
ees (excluding the 16 grantees that participated 
in the key informant interview, to limit data-
collection burden). Of the 61 grantee organiza-
tions that received the survey, 52 responded (an 
85 percent response rate). The web-based survey 
sought information on grantee accomplishments, 
factors enabling sustainability, and the extent 
of cross-sectoral collaboration during the life of 
each grant. 
The evaluation included 11 macro-level key in-
formant interviews. Informants included current 
and former advisors to the fund and individuals 
from public health, philanthropy, and academia. 
They were selected for their knowledge about the 
fund, their diverse perspectives, and high levels of 
engagement in different systems that interact with 
the social determinants of health.
Agreement between 
NWHF & KPNW
Grantees: 
Community-based 
organizations
RFP development and 
grantee selection 
process
Long Term 
OutcomesInitiative OutcomesGrantee OutcomesActivitiesInputs
Kaiser Permanente Community Fund Logic Model 2005-2015
Cross-sectoral, 
collaborative 
relationships
Sustained improvements in 
policies:
•Organizational
•Public
•SystemsBoard of Advisors
↑ Capacity of 
organizations to 
address social 
determinants of health 
•Clear strategies
•Partnerships
•Better poised to 
obtain funding from a 
variety of sources
Grantee 
implementation of 
strategies:
•Programs
•Policy change
•Environmental 
change
e.g., public safety, 
secure employment, 
environmental quality, 
social capital, 
affordable housing, 
community organizing
$28 M gift
Grantee capacity 
building projects
Health equity
Technical assistance, outreachNWHF capacities and 
philosophy
Achieved outcomes 
articulated in 
proposals
Social environment, policy environment, and physical environment
Sustained improvements in 
the environment:
•Economic
•Infrastructure/built
•Access
Local knowledge
•↑ Commitment and 
expertise to address social 
determinants of health
•Sustained collaborations
•Established policy agenda
•Lessons replicated/spread 
throughout NW
•Funding and other 
resources generated for 
SDOH
C o m m u n i t i e s  s e r v e d  b y  K a i s e r  P e r m a n e n t e  N o r t h w e s t
Support, training, other NWHF grant opportunities, advocacy
Improved 
opportunities 
to attain full 
health 
potential in 
historically 
disadvantaged 
communities
Improvements 
in SDOH
Improvements 
in population 
health 
throughout 
KPCF region
FIGURE 1  Kaiser Permanente Community Fund Logic Model 
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Analysis Approach
Organizing and analyzing categorical and narra-
tive data about interventions across the spectrum 
of the social determinants of health required 
creative thinking. To be able to identify social-
determinant areas where projects had the greatest 
impact, CCHE coded each project with a single, 
primary social-determinant goal based on a 
brief description of the project provided by the 
program officers at the NWHF. Then, during the 
document review, the accuracy of the primary 
goal was validated. Discrepancies were brought 
to the team and discussed until consensus on the 
appropriate primary goal was achieved. The list 
of primary goals was adapted from Promoting 
Health Equity (Ramirez, Baker, & Metzler, 2008) 
and are defined in Box 2.  
Data about accomplishments from the document 
review, the grantee interviews, and the web sur-
vey were compiled into a database organized by 
grantee, with fields for primary goal, accomplish-
ment type, and other areas of interest. We coded 
all accomplishments for each grant by social-
determinant category. These categories (including 
terms and definitions) were adapted from The 
Community Guide’s Model for Linking the Social 
Environment to Health (Anderson, Scrimshaw, 
Community cohesion
•	cultivate social capital, enhance cross-cultural understanding and community building, and increase civic 
engagement
Access to care and disease prevention 
•	policy advocacy to expand access to health care, cultural competency in health care, and health-
promotion activities
Food access and nutrition 
•	 increased nutrition through farmers markets and healthy lunches and eradicating root causes of food 
insecurity 
Economic opportunities
•	access to credit, job training, and the development of co-ops 
Education and childhood development
•	tutoring programs, pre-kindergarten programs and advocacy, school-based activities
Housing
•	access to housing and improving housing conditions
Built environment, transportation, and environmental justice
•	access to active modes of transportation
•	 local or regional planning with an equity and health lens
Source: (Ramirez, Baker, & Metzler, 2008).
BOX 2  Social Determinant Goals and Definitions 
Neighborhood living conditions 
•	housing, farmers markets, smoke-free policy, built environment, physical environment changes
Opportunities for learning and developing capacities  
•	early education centers and school-based mentoring as well as individual capacity development 
Economic opportunities 
•	 individual and community economic-development programs
Civic engagement and social cohesion
•	community and civic engagement, social capital 
Cultural customs and social norms
Health promotion, disease and injury prevention
•	culturally appropriate care, health advocacy, expansion of services
Source: (Anderson, Scrimshaw, Fullilove, Fielding, & Task Force on Community Preventive Services, 2003).
BOX 3  The Community Guide: Social Determinant Categories and Definitions
Social Determinants of Health 
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Fullilove, Fielding, & Task Force on Community 
Preventive Services, 2003). The Community Guide 
is the guiding document used by the fund and 
NWHF staff to design the  initiative. (See Box 3.) 
For interview text and open-ended survey 
responses, we applied qualitative techniques to 
draw inferences. Data were hand-coded by topic 
area (i.e., success factors, challenges, accomplish-
ments, lessons learned) and reviewed to uncover 
the most common themes that emerged from 
that process. Data were reviewed a second time 
specifically to identify and highlight policy and 
environmental changes. Coding was primarily 
conducted by one person and checked for validity 
by another member of the evaluation team. 
Evaluation Findings
Grant Portfolio Description
A basic description of the initiative’s portfolio 
was derived from the document review. Eighty-
eight grants comprised the portfolio. The grant 
amount ranged from $10,000 to $450,000; the 
average grant amount was $141,160. The number 
of grants increased in 2008, reflecting the addi-
tion of the capacity-building track, which created 
opportunities for organizations less experienced 
in addressing the social determinants of health 
– particularly grassroots organizations with few 
resources – to develop clear strategies and part-
nerships. 
The fund supported a variety of projects – 
short- and long-term, large and small – at a total 
funding level over the five-year period of $12.4 
million. The mean project-implementation grant 
was $175,350 and 2½ years in length; capacity-
building grants averaged $50,000 for 1½ years. 
The fund primarily supported community non-
profit or advocacy organizations. At the time of 
the evaluation, 44 grants were still in process, 38 
were complete, and reports were not available for 
six recently funded, in-process grants. 
For each proposal, grantees identified one or 
more counties served by their proposed project. 
In some instances, the intervention was state-
wide (as with many policy-advocacy projects) or 
targeted multiple counties. Figure 2 illustrates the 
geographic distribution of grants within the Kai-
ser Permanente Northwest service region, which 
stretches from Longview, Wash., to Corvalis, Ore.
FIGURE 2  Geographic Distribution of Grants 
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Accomplishments in the SDOH Initiative
As described in the analysis section, CCHE used 
two social-determinant frameworks to organize 
and analyze data on accomplishments. Data on 
accomplishments were derived from the docu-
ment review, the grantee survey, and the grantee 
key-informant interviews. Table 1 presents the 
portfolio of the grants’ primary goals. The largest 
portion of proposals had the goal of community 
cohesion; 34 percent (n = 30) of grants described 
projects intended to cultivate and support social 
capital, community building, civic engagement, 
and cross-cultural understanding. The goal of 
access to care and disease prevention followed 
with 16 percent (n = 14) of grants to expand 
health-policy advocacy, improve cultural compe-
tency, and conduct health-promotion activities. 
Fourteen percent (n = 12) of grants aimed to 
improve food access and nutrition through access 
to farmers markets, healthier school lunches, and 
addressing root causes of food insecurity. 
Table 2 summarizes the social-determinant ac-
complishments of all 88 grants. In all, 323 social-
determinant accomplishments were identified. 
The social determinants with the greatest number 
of accomplishments were improvements in neigh-
borhood living conditions (74 accomplishments); 
health promotion, disease and injury prevention 
(74); and civic engagement and social cohesion 
(71). Neighborhood living conditions included 
attention to housing, farmers markets, smoke-
free policies, and changes in the physical environ-
ment. Grants with accomplishments in health 
promotion, disease and injury prevention did not 
provide direct service, but instead aimed to im-
prove health through culturally appropriate care, 
health advocacy, and expansion of services. Civic 
engagement and social cohesion accomplish-
ments included activities that supported commu-
nity and civic engagement and social capital. 
Table 3 shows the dynamic quality of an SDOH 
initiative by demonstrating that grantees had 
accomplishments in multiple social-determinant 
categories. For example, the goal of one grantee 
was to expand access to high-quality pre-kinder-
garten child-development services. To achieve 
Grant Goal # of Grants
Community cohesion 30 (34%)
Access to care and disease prevention  14 (16%)
Food access and nutrition 12 (14%)
Economic opportunities 10 (11%)
Education and childhood development 8 (9%)
Housing 7 (8%) 
Built environment, transportation, and environmental justice 7 (8%)
Total 88
TABLE 1  Results of Coding Grants By Primary Goal  
Social-Determinant Category # of Accomplishments
Neighborhood living conditions 74 (23%)
Health promotion, disease and injury prevention 73 (23%)
Civic engagement and social cohesion 71 (22%)
Economic opportunities 52 (16%)
Opportunities for learning and developing capacity 30 (9%)
Cultural customs and social norms 23 (7%)
Total 323
TABLE 2  Results of Coding Accomplishments in Social-Determinant Categories 
Social Determinants of Health 
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this goal, the grantee had accomplishments that 
were coded as contributing to cultural customs 
and social norms and opportunities for learning 
and developing capacity. The accomplishment 
within cultural customs and social norms was the 
use of a public opinion survey that demonstrated 
popular support for expanded access to early-
childhood programs. The passage of a statewide 
bill to increase access to pre-kindergarten services 
was categorized as contributing to opportuni-
ties for learning and developing capacity. This 
example makes clear that while the goal of a 
project may have one focus, the activities that 
were required to achieve that goal contributed 
to multiple social determinants. Table 3 also 
shows that, as expected, the majority of work on 
a particular social-determinant goal is supported 
by accomplishments in the corresponding social-
determinant category. 
To further explore the question of which social-
determinant area was achieving the most impact 
to date, data from Table 3 were aggregated and a 
ratio of grants to accomplishments was calculated 
for each primary goal. (See Table 4.) The ratios 
demonstrate substantial returns in all goal areas, 
with education and economic goal areas yielding 
the most accomplishments per grant. Education 
and childhood development had the highest ratio, 
with 6:1 accomplishments per grant. Economic 
opportunity followed with 5:1 accomplishments 
per grant. 
Data on accomplishments were reviewed a 
second time to identify policy or environmental 
changes. CCHE identified 85 policy or environ-
mental changes. Policy and environmental chang-
es included a bill on landlord smoking-policy 
disclosure, new state legislation on menu labeling, 
newly built healthy and affordable homes, and ex-
pansion of a community garden in a low-income 
area. Table 5 summarizes the number of policy 
and environmental changes for each primary goal 
and provides an example of change. 
Grantee Success Factors 
In response to open-ended questions, key infor-
mants from the 16 exceptional projects attributed 
their success to a number of factors. The most 
frequently mentioned were: 
Primary Goal
Social Determinant Category 
# 
gr
an
ts
 w
ith
 p
rim
ar
y 
go
al
N
ei
gh
bo
rh
oo
d 
liv
in
g 
co
nd
iti
on
s
O
pp
or
tu
ni
tie
s 
fo
r 
le
ar
ni
ng
 a
nd
 
de
ve
lo
pi
ng
 c
ap
ac
ity
E
co
no
m
ic
 
op
po
rt
un
iti
es
C
iv
ic
 e
ng
ag
em
en
t a
nd
 
so
ci
al
 c
oh
es
io
n
C
ul
tu
ra
l c
us
to
m
s 
an
d 
so
ci
al
 n
or
m
s
H
ea
lth
 p
ro
m
ot
io
n,
 
di
se
as
e 
an
d 
in
ju
ry
 
pr
ev
en
tio
n
Community cohesion 30 10 6 7 26 10 5
Access to care and 
disease prevention  14 1 3 4 5 2 41
Food access and 
nutrition 12 10 1 9 11 2 18
Economic opportunities 10 7 3 27 9 1 0
Education and childhood 
development 8 11 17 3 6 2 6
Housing 7 19 0 1 8 2 1
Built environment, 
transportation, and 
environmental justice 
7 16 0 1 6 4 2
Total 88 74 30 52 71 23 73
TABLE 3  Social-Determinant Accomplishments Organized By Primary Goal 
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•	  grantee relationships with other organizational 
partners, 
•	 positive grantee reputations and relationships 
within target communities, 
•	 grantee relationships with the NWHF, and 
•	 a philosophical alignment of the social determi-
nants with grantee approaches.
The most frequently identified success factor 
was collaboration among grantees as well as with 
partners outside of the grantee cohort (n = 9). The 
value of collaborations among grantees and part-
ners is captured in a comment from a grantee: 
[Grantee] has been around for 10 years and because 
we’ve been so frugal we have had to leverage other 
kinds of resources. So the history of 10 years of those 
existing relationships made it possible for us to move 
ahead.
Relationships with organizations outside of the 
grantee cohort often contributed to success by 
expanding the grantee’s capacity in a specific area. 
Strong relationships with the target communities 
was the second most frequently mentioned factor 
related to success (n = 8). These relationships 
enhanced access to the community and allowed 
for quicker uptake and buy-in of project activities. 
Five grantees indicated that those relationships 
were maintained through active and transpar-
ent listening and engagement by grantee with 
the target community through mechanisms like 
community events, meetings, community advo-
cacy, and civic education. One grantee described 
the way nurturing relationships with the target 
population were established and maintained: “We 
work hard to build relationships. Having the café 
where we are in community every day - building 
community, by just providing food – supports 
people in a basic way.”
A third type of relationship identified as a success 
factor was the relationship between grantees and 
NWHF (n = 5). The fund provided grantees – 
especially those from nonhealth sectors – with 
technical assistance. That partnership provided 
not only the structure for funding, but also a 
community-health leader to provide technical 
assistance to nonhealth sector applicants and 
applicants from low-resourced communities to 
enable them to become competitive grantees. 
Nonfinancial support was mentioned by grantees 
as a key factor of success. Specifically, one grantee 
attributed her capacity to leverage more funds 
from larger donors to the support, encourage-
ment, and technical assistance from NWHF staff: 
Grant Goal
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Community cohesion 30 64 2:1
Access to care and disease prevention  14 56 4:1
Food access and nutrition 12 51 4:1
Economic opportunities 10 47 5:1
Education and childhood development 8 45 6:1
Housing 7 31 4:1
Built environment, transportation, and 
environmental justice 7 29 4:1
Total 88 323 4:1
TABLE 4  Ratio of Grant Goals to Accomplishments
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The grant had everything to do with our success. We 
had talked to [NWHF] about our idea for this pro-
gram. When I went [to NWHF] for an update after 
first year, I talked about an opportunity with Robert 
Wood Johnson, and would [NWHF] nominate us for 
that? We won the grant with [NWHF’s] help [and] 
brought in [an] additional four years of support in 
addition to the Kaiser funding. 
A fourth factor of success, reported by five 
grantees during interviews, was the dovetailing 
of grantees’ organizational philosophy and the 
social determinants of health. Focusing on the 
social determinants expanded the funding pool 
to partners outside of the health field, allow-
ing projects to bring fresh approaches and new 
concepts of solutions. These grantees described 
their work through a health lens for the first time. 
Being part of the initiative provided credibility, 
respect, and a boost in confidence to those doing 
grassroots work on social-justice issues tradition-
ally maintained outside of public health. 
Discussion
NWHF and Kaiser Permanente Northwest cre-
ated the fund to address health improvements 
through a social-determinants framework in the 
Kaiser Permanente Northwest service region. The 
foundation identified a gap in public health and 
philanthropic approaches in the field, and the evi-
dence that social determinants are critical factors 
in health and well-being led the fund to invest in 
the social determinants as a way forward. Over 
five years, 88 grantees, mostly community non-
profits and advocacy organizations, implemented 
$12.4 million worth of projects. Accomplish-
ments toward project goals were made across a 
broad spectrum of social-determinant categories 
and sectors. Those accomplishments were largely 
supported by strong partnerships and collabora-
tions among grantees, target communities, and 
the NWHF. The fund’s investments in projects to 
boost economic opportunities and improve edu-
cation and childhood-development systems re-
sulted in the highest return of accomplishments. 
Primary Goal Total Policy and Environmental Changes
Community cohesion 23
Example policy change: One grantee is actively crafting an interpretation policy with the mayor’s office.
Housing 15
Example environmental change: Across 2 grants 67 affordable homes were built, many of which adhered to 
green-building standards.
Economic opportunities 15
Example policy change: Local government environmental programs adopted inclusive procurement 
practices, which create incentives for work force diversity and minority contractor participation in publicly 
funded environmental projects.
Food access and nutrition 12
Example environmental change: Youth have taken ownership of the entrepreneurial Livestock Project. Coops 
were built and chickens purchased in 2010.
Education and childhood development 8
Example policy change: Oregon’s February 2010 supplemental legislative session ended with first-time state 
funding for Early Head Start.
Access to care and disease prevention  7
Example environmental change: Wiring, hardware, and connectivity were established in the new dental 
facility serving low-income individuals in Yamhill County.
Built environment, transportation, and environmental justice 5
Example policy change: Public health criteria were included in SB 1059, which mandates that Oregon cities 
plan to reduce pollutant emissions. 
TABLE 5  Total Policy and Environmental Changes, With Examples 
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Based on the evaluation findings and recom-
mendations, the fund’s advisory board reached 
consensus on seven priorities for strengthening 
the fund.
Limitations 
This evaluation has several limitations. First, the 
majority of evaluation data were self reported 
(web-based survey, grantee key-informant in-
terviews, and grantee documents). Data sought 
through the web-based survey and grantee 
key-informant interviews emphasized grantee 
accomplishments over challenges and barriers. 
Positive response bias and differences in recall 
are risks of self-reported data. Triangulating that 
data through reflections with NWHF staff and 
data from macro-level key informants lessened 
the impact of that bias. 
Another limitation was that our evaluation 
weighted all accomplishments equally. The 
creation of a community garden was considered 
of a magnitude equal to establishing a process 
to facilitate successful prison-to-community 
transitions. The inclusive quality of the social 
determinants of health, and the limited evidence 
on which improvements in determinants have the 
greatest health effects, led the evaluation team to 
agree on equal treatment of accomplishments. 
Finally, gathering quantitative data about the 
number and types of the individuals who benefit-
ted from the projects was beyond the scope of 
this evaluation, which was aimed at gathering 
a broader understanding of success factors and 
overall impact. Our data allow us to explore the 
overall impact of the initiative as a whole and 
generate lessons learned for funders interested in 
developing grantmaking programs aimed at the 
social determinants of health.
Lessons Learned
Based on synthesis and interpretation of all 
evaluation data, several lessons emerged that 
may be of interest to other funders considering 
work in the social determinants of health. The 
translation of social-determinants concepts into 
practice, both for interventions and the field of 
evaluation, presents a major challenge. While 
guidance on methods, framing, and definitions 
for designing and launching SDOH initiatives is 
available, evidence of what works and validated 
tools for measuring effectiveness are lacking. 
The broad, inclusive qualities of the SDOH 
framework allowed the fund to reach multiple 
sectors and establish new partners and relation-
ships, but the corresponding risk is lack of depth 
in any particular area. The lack of depth may limit 
opportunities to make a profound and measur-
able difference within any specific domain. 
An SDOH initiative that uses a clear framework 
with explicit outcomes would provide grantees 
much-needed guidance and ensure that con-
crete activities are consistent with the initiative’s 
overall vision. Translating the theory, philosophy, 
and expansive nature of the social-determinants 
framework into specific effective projects is 
challenging, but a framework with anticipated 
outcomes would allow for a much more precise 
evaluation of strategies and relative impact. 
Components of a useful structure include a 
clearly articulated vision of success framed within 
the sponsor’s resources and time frame; the use 
of a logic model as a planning tool to articulate 
intermediate and long-term outcomes; regular, 
frequent reflection on and discussion of how 
projects fit within the framework; and a system 
The translation of social-
determinants concepts into practice, 
both for interventions and the field 
of evaluation, presents a major 
challenge. While guidance on 
methods, framing, and definitions 
for designing and launching SDOH 
initiatives is available, evidence of 
what works and validated tools for 
measuring effectiveness are lacking.
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organized by the framework to track what is 
funded and to capture progress and impact. 
Seeking out and welcoming “nontraditional” part-
ners into the field of public health is a key mecha-
nism for translating the social determinants from 
theory to practice. Nontraditional partners are 
those who come from sectors outside of health, as 
well as from organizations traditionally under-
served and under-resourced, with limited capac-
ity to compete for grants. The breadth of potential 
partners in an SDOH initiative expands the pool 
of public-health practitioners. For the Kaiser Per-
manente Community Fund, this enabled cross-
sector collaborations among grantees, which led 
to cross-pollination of ideas, new opportunities 
for public-health improvements, and expanded al-
liances and support. It also allowed new partners 
to understand their efforts through a health lens 
and allowed them to frame their own successes in 
a new light. Dismantling silos is the way forward 
for public health, despite the potential risks of 
competing interests in lean economic times and 
the challenges of communication. 
A funder can accelerate success in an SDOH ini-
tiative by fostering networks, framing issues, and 
sharing power with community grantees. Rela-
tionships between the NWHF and grantees were 
critical for success. Fund advisors and staff were 
constantly open to new ideas, changes in plans, 
lessons, and criticism from grantees and were 
constantly seeking ways to improve their practice 
towards justice and equity. They purposefully 
reached out to individuals and communities that 
did not see themselves as “target” participants in 
this work. This practice of humility and openness 
created space for sharing power, making deci-
sions, and learning. 
Relationships between grantees and target com-
munities are critical to success. Kaiser Perman-
ente Community Fund grantees grounded their 
community engagement in terms of justice, 
equity, and creating opportunities. The structure 
of the fund allowed grantees to be flexible and 
responsive to community momentum, strengths, 
and needs. This took positive advantage of and  
 
built upon pre-existing relationships between 
grantees and communities. 
Conclusion
The fund was created to address health improve-
ments through a social-determinants framework 
in the Kaiser Permanente Northwest service 
region. A gap in public-health and philanthropic 
approaches was identified, and the evidence that 
social determinants are critical factors in health 
and well-being led the fund to invest in the social 
determinants as a way forward. 
Moving forward, the use of a logic model as a 
planning tool, in conjunction with a single social-
determinants framework that includes desired 
outcomes, will facilitate clearer goals and expec-
tations for such an initiative, with the capacity 
for results to be more readily identified. Funders 
might consider narrowing the scope of their 
SDOH initiative based on early data that point to 
discrete determinants that do show some capacity 
to generate a larger return on investment. Or, 
funders may consciously decide to be expansive, 
spreading investments across the entire spectrum 
of determinants. Either way, funders should spell 
out their expectations clearly, using a logic model 
to articulate their desired outcomes and assess 
their progress.
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